Clinical Section 53 flattening had quite disappeared on the right, and was decidedly less obvious on the left. Air entered well on both sides. Electrically there was no response to faradism in the glutei and the muscles of the abdomen, thighs and legs on both sides. Elsewhere the reactions were those of health. This condition has persisted up to the present date, one year after the onset.
the olecranon bursme becaimle enlarged, while the fingers and wrists have only been affected for the last two years. The patient, who has been a fairly heavy beer drinker for fourteen years, has never had an acute attack of gout, beyond being laid up for a week two years ago with what he describes as " rheuimatismi"; and there is no history of gravel. His father's brother is the onlv relative whom he knows to have suffered from gout.
The interesting feature of the case is the condition of the bursa over the left olecranon. It forms a swelling about the size of a small Tangerine orange, and contains a mass of chalk-like concretion visible through the thin layer of overlying skin. At one part is a soft fluctuating area covered by red shining skin, suggesting the presence of pus; this has subsequently burst, exuding a thick milky fluid, which under the microscope is seen to be composed entirely of fine acicular crystals of sodium biurate. In stained film preparations a scanty number of leucocytes and amorphous masses are visible, but no organisms can be recognised.
The right olecranon bursa is also thickened and enlarged, but to a less degree than the left. Here, too, there is evidence of uratic deposit.
There is no history of definite injury to the elbows, but his employmnent as labourer and the uratic deposit elsewhere visible would explain the occurrence of a bursitis, in which gout and a repetition of slight unnoticed bruisings have taken part. The elbow-joints themselves are nmaffected and freely movable. The rarity of this situation and size of uratic deposit occurring in a mnan under the age of :30 is worth emphasising. In addition the patient shows the distribution of gout in the more common parts of the body.
Both ears contain several tophi, notably the right. There is a definite thickening about the left shoulder-joint and wrist, so that the hand cannot be raised to the head, and lilovements at the wrist are much restricted. Subcutaneous deposits also occur in the thumb, index and little fingers of the left hand, and over the dorsum of the right, the thumb, second, third, and fourth fingers of which are more or less crippled bv the thickening and deposit about the phalangeal joints, and now present an acute recrudescence of the gout.
In the left leg the synovial imienmbranes of the kneeand ankle-joints are thickened, but there is no evidence of uratic deposit about the great toe-joints. Examination of the chest reveals no abnormal physical signs or evidence of cardiac hypertrophy. The pulse tension is not raised and the arteries are not obviously thickened. In the abdomen the edge of the liver can just be felt, but the normal upper limit of hepatic dulness is unaltered.
Urine.-On November 23, pale in colour, specific gravity 1010; albumin, definite trace. On December 7 and 14 it was highly coloured and contained a heavy deposit of albumin.
It is noticeable that the elbowand finger-joints show no evidence of articular erosion, or changes associated with rheumatoid arthritis.
Excision of the tophous mass on the left olecranon is to be performed.
DISCUSSION.
Professor OSLER remarked that such very large tophaceous masses might occur in gout without any other obvious signs, as also might large, flat, plaque-like masses along the triceps tendon, apart from any tophi or other signs suggestive of gout, until they were removed surgically. He had met with several cases in which the diagnosis of gout was not made until the removal of the tumour. In one case there was a very large flat plaque as large as one's hand in the lower part of the back, and when the tumour was removed and sections of it were cut, it was found to be a gouty tumour. He thought surgery was the proper treatment for such cases, and that early removal was advisable. He believed that a certain number of fibrous swellings about the patella were gouty, though they were not thought to be so in the absence of tophi.
Dr. POYNTON agreed that in such cases there might be no sign of gout until the tumour was removed, when in the centre of the nodule a tophaceous deposit might be found. Under very high power tiny specks of urate were just visible in sections. The earliest change was necrotic in nature. It would be interesting if Dr. Forbes could get a bacterial cultivation from one of the tumours, as it was from such cases that one might hope to obtain evidence of a bacterial factor in gout.
Dr. PARKES WEBER said that at the first meeting of this Session Dr. Garrod had shown an adult woman with fibrous-looking nodules on the elbows, and the opinion of the Society was that the case was not one of gout, but of rheumatism. He himself bad shown, last year, at the Medical Society of London, a man with apparently similar nodules about the elbows. He believed that such fibrous nodules in adults might or might not contain uratic deposit, and he believed that the development of fibrous tissue in the nodules in question was of the nature of a " conservative " vital reaction. There might or might not be a primary necrotic centre, as Dr. Poynton suggested.
Dr. A. E. GARROD regarded the bursa over the olecranon as one of the seats of election for gouty tophi, but it was unusual to see them in a patient of the age of the present one. It was an admirable course to treat them surgically, so long as one was sure that one was dealing with a bursa, but surgical interference with tophaceous deposits in other situations was likely to be harmful, as the deposits often extended far into the deeper structures of the parts.
A Case of Bulbar Paralysis. By H. BATTY SHAW, M.D. THIS case, shown through the courtesy of Sir Thomas Barlow, President of the Section, is exhibited because of the association of ingravescent bulbar paralysis with a malignant bronchocele. M. A., a widow, aged 47, has suffered for the previous twenty years with a large bronchocele and slight attacks of periodic huskiness of the voice. In February, 1903, there was also cough, which was observed to be distinctly " brassy " in character, unaccompanied by any paralysis of the vocal cords, and probably due to pressure on the trachea. In addition there was subsequently observed on occasions tachycardia, and tremor of the hands was always more or less present; there were no other signs of exophthalmic goitre. A systolic sound was constantly observed at the apex-beat of the heart.
In June, 1907, the patient was admitted under the care of Mr. F. B. Jessett, at the Cancer Hospital, for the symptom of pressure on the trachea, which was intensified in recumbency. More than half the bronchocele was removed on June 25, the operation being accompanied by considerable haemorrhage. On July 8, the voice was almost completely lost, stridor developed, and weakness of the left lower facial muscle was observed; pain and stiffness of the back of the neck was observed on July 15. On August 21, there was well-marked atrophy of the right half of the tongue, and on the 28th of the same month there was diplopia.
